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INITIAL COMMENTS

A recertification survey was conducted from
February 26, 2007 through February 28, 2007. A
random sample of three dlients was selected from
a client populfation of five males with varying
degrees of disabliities. )

‘| This survey was Inltiated utilizing the fundamental
| survey process. The finding of this survey were
based on ebiservations at the group home and
three day program, interview with direct care staff
and management, and a review of the habilitation
and administrative records to include the unusual
incicent reports on file.

-Note: It should be noted that the clients residing
| In this facility were transferred frorm 1447 Oak
Straet, NW an Saturday, February 9, 2007.
483.410(=)(1) GOVERNING BODY'

budget, and operating direction over the facility,

This STANDARD is riot met as evidenced by
Based on observation, staff interview and record
review, the facility's Gaverning Body failed to
provide general operating direction over eutside
| services;

The findings include;

The governing body failed to have written palicies
and procedures far cornmunication with the day
program on Client Issues as evidenced below:

‘ The_-goverﬁing body must exercise general policy, t-

policies and procedures for communicating
outside services. As soon as-the policies are
updated, the QMRP will train all staff and
ensure the policy is implemented.
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1. Interview with the day program staff and The OQMRP wtll'tram
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b W 104 Continued Fram page 1 i W 104 e day p.v-rogram, including provisipn of currept
day program had not been pravided current medical information and documentation. 7 /Z(v "z ]
physician orders. Furiher review of each client's
physicians order revealad that the ¢rders on file
at the day program expired In January 2007. At
the time of the survey , the governing body failed
to ensure that this facility had an effective system
| of communication with each cllent's day program
|| ta ensure that current medical information was an
file at sach day pregram in case of an emeargsncy
situatfon.
Note: 1t should be further noted that Client #3 is
S administerad @ noon dosage of medication from
[ Monday through Friday at his day program.
2. Tha facility's governing body failed to have a The QMRP will ensure that the client is assessed by
An ) system of accountability in place to protect Client the psychologist to determine his capacity o manage
B #4's day program stipend payment given to him in his stipend. The QMRP will coordinate with. the day ‘
b cash bi-weekly. (See W140) program to ensure that the client receives his stipen(
10 4 3, ] F in a way that is consistent with the facility™s policy /
i W 12 48 420(a) (2) PROTECTION © GLIENTS W 124 on protgction and management of client funds. b7L 2{'/ 209
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RIGHT

The facility must ensure the rights of all clients,
Therefore the facility mus! inform each client,
parent (if the client Is a minor), or legal guardian, )
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by;
Based on observations, interviews and record
review, the facility failed to ensure of each client,
parent, or legally authorized party of the client's
medical canditions, developmentz! and behavioral
status, attendant risks of treatment, and of the
right to refuse treatment for three of the four
clients residing in the facility.

Each client and his/her guardlan or legal decision
maker will receive written explanation of the
therapies recommended to address the client’s
physicel and behavioral/mental health, Explanation
will include benefits and risks associated wit the
proposed treatient. Copies of the written

notifications will be kept in the client’s record. Each

client will be provided with a copy of the facility’s
humen rights and intake/discharge policics,
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W 124 | Continued From page 2 W 124
(Client#1, #2 and #3)
The findings include:
- The facility failed to ensure clients' #1, #2 and #3
B were informed of the risks and benefits of their
' psychotropic medications and behavior
management plans as evidenced below: \ - . .
, : o See response above. : L// 2 / 220’
1. Observations of the evening madication
administration on 2/26/07 at 5:47 PM revesled
that Client#1 had recelved Tegretol 200 mg,
Clonazepam 1 mg and Risperdal 1 mg far

behavior. Review of the medication
administration records and the Physlcian's orders ' o ;
revealed that Client #1 receives an AM dosage of o N :
the sama medications as well. : IR ’

Interview with the Licensed Practical Nurse

2 (LPN), Qualified Meantal Retardation Professional
R {QMRP) and the review of the client's Physician's
' orders revealed the aforementioned medication is
used In conjunction with the Behavior )
Management Plan (BMP) to address maladaptive
behaviors,

Additional interview conducted with the QMRP on
2127107 revealad that Client #1's mother is
involved In his life and will consents for necessary
medical treatmeant. Further review of the record
and Interview with the QMRP failed to-evidence
that written consent far the use of these
medications had baen obtained. At the time of

: the survey, there wes no evidence that Client's
ps rights to refuse medications and to be informed of
(o the risk and benefits of behavioral treatment,

o

which includes the behavior suppert plan and the
used of psychotropic medications.

t
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| financial and medical matters.

2. Obsenations of the avening medication '

The review of the psycholagical assessment
dated 10/15/06 revesled that Client #1 was not
able ta give informed consent and/or make
independent decisions on his behalf regarding his
habilitation planning, placements, treatment,

administration on 2/28/07 at 5:47 PM revealed
that Client #2 received Risperdai 3 mg and
Buspirane 15 mg for behavior. Record
verification of the Medication Administration
Record revealed that Client #2 also receives
Naltrexone 50 mg in the AM and another dosage
of Naltrexone 50 mg twice daily. Additionalty,
Client #2 received an AM dosage of the
Buspirona and Rispardal as well,

Interview with the Licensed Practical Nurse (LPN)
and further revlew of the client's Physician orders
revealed the aforemenfiohed medications were
used in conjunction with the Behavior
Managernent Plan (BMP) {o address Client #2's
maladaptive behaviars.

Interview conducted with the Qualified Mental
Retardation Professional (QMRP) on 2/27/07
revegled that Client #2's sister Is actively involved
in his life and provide signatures for medical
procedures. Further review of the record and
interview with the QMRP failed to evidence that
written consent for the use of these medications
had been obtained. At'the time of the survey,
there was no evidence that Client's rights to
refuse medications and to be informed of the risk
and beneflts of behavioral freatment, which
includes the behavior support plan and the used
of psycholropic medications.

See response above.
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| make independent dacisions on his behalf

“of the Medication Administrationt Record revealed

The review of the psychological assessment
dated 4/10/06 revealed that Client #2 cannot

regarding tis habilitation planning, placements,
treatment, financial and medical matters.

3. Obeervations of the evening medication
administretion on 2/26/07 at 5:47 FM revealed
that Client #3 received Valproic Acid 15 mil and
Dilantin 100 mg for behavior. Record verification

that Client #3 also received Paxil 26 mg in the
mormning for anxlety/depression,

Interview with the Licensed Practical Nurse (LPN)
and further review of the client's Physicizins order
revealed the aforemenfioned medications were
used in conjunction.with the Behavior
Management Plan (BMP) to address maladaptive
behaviors. '

Interview conducted with the Qualified Mental
Retardation Professional (QMRP) on 2/270/07
revedled that Client #3's sister was actively
involved in his life and provided signed consents
for necessary medical procedures. Further
review of the record and interview with the QURP
failed to evidence that written consent for the use
of these medications had been obtained. Atthe
time of the survey, there was no evidence that
Client's rights o refuse medications and to be
informed of the risk and benefits of behavioral
treatment, which includes the behavior support
plan and the used of psychotropic medications,

The review of the psychological assessment
dated 1/3/07 revealed that Client #3 cannot make
independent decisions on his behalf regarding his
habilitation planning, placements, treatmeant,

See response above,
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}." financial and medical matters.
1 s . W 1 s : LF ) 3
! w128 E?gf.%ga’(s) PROTECTION OF CLIENTS 2 The facility will hold a Residents’ Council
3: . meeting to discuss door alarms. The Human
f The facility must ensure the rights of all clients. Rights Committefe w‘ill_rgvlew the mstall'a t1.o n of
i Tharefore, the facility must allow and encourags alarms to determine lf’lt Is the least restrictive
individual clients to exercige their rights-as clients measure for the client’s safety, and ensure itly
; of the facility, and as cltizens of the United States, does not unnecessarily restrict the rights of / 7
P including the right fo file camplaints, and the right other cliénts living in the home: ‘/ ZG:[Z&O
: to due process. '
P This STANDARD Is nat met as evidenced by:
’ Based on sbservation, interview and record
R review, the facliity failed to address the clientl's
v neads for advocacy- ta ensure their fights were
i protected.
The findings include:
Lot 1. |[Cross Reference W124] Clients #1,#2 and The QMRP will submit guardianship cequest
P  #3's psychological assessment reflect that the packages to DDS for the identified clients, The
i '+ |cllents were unable to make independent QMRE will wack the status of the requests already | 1/ /26/21907
i decisions, There was no evidence that the facility submitted.
i had ensured a surrogate decision- maker or o
1 guardian fo ensure each clignt's rights fo be
L informed and rights to refuse treatment was being
T protected. o
2. Qbservation on February 26 - 28, 2007, The Resident Council will moct to discuss the door, ‘
revealed that the facllity has door alarms placed alarms and choose a different tone if they do not
o on all exits throughout the facility. Furthar approve of the tone currently in use. See response to ./, / ZG/
o observation revealed that when the door is W125 above. ] 2097
apened it activated the alarms, which had a loud ’ :
double tone ring o alert the direct care staff,
i |interview with the QVIRP revealed the alarms
¢ ., |were place on the door due to Client#5
elopement behavior and Client #2 history of - ! |
iR ZMS-2667(02-95) Praviqus Versians Obaclate Evant ID: B70J11 Facilily ID: 0SGOT0 If continuation sheet Page & of 37
i
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W 125 | Continued From page 6 W 125

elopement behavior. Further interview with the
QMRP did not evidence that all the client residing
in the facility had been involved in the selectian of
the type of alarm tone and/or participated in
‘explaration of other least restrictive options prior
to implementing the door alerts.

Review of the records failed to evidence that all
the other client's and/or their representative had
been iformed of their rights prior to the alarms
Installatien. Further review of the records failed fo
provide evidence thaf the Human Rights
Compnittee had review and discussed the
installation of the door alarms, other least
rastrictive measures and the rights of all the other
client living in the facility.

3, Interview with the facility's nurse on February The QMRP will follow up with DDS onthe
o 28, 2007 at approximately 12:30 PM and record assignment ofa_]cga] guardian for CHent #4 to give ]
b review Human Rights Committes minutes dated consent for medical procedures. ,%/zzb/zao /
g 10/26/06 revealed that Cllent #4 was ' C
recommendad for baseline colonoscopy., Further
intarview with the nurse revealed that the
colohpscopy had not been completed due to the
need for a consent for this procedure. The need
for the colonaoscopy was delayed due to the
consent Issue and therefore the facility failed to
ensure preventative care,

At the time of the survey, four months later, there
was no evidence that the facllity have 3 effective
system to ensure informed consent for Client #4's
colonoscapy.

i W 140 | 483.420(D)(1)(i) CLIENT FINANCES W 140 :

‘! The QMRP will eosure that copies of bank

- The facility must estzblish and maintain a system statcments are available in each client’s record at the

: that assures a full and complete accounting of facility. See tesponsc to W04 #2. . '1‘/26/200 7

clients’ personal funds entrusted to the facility on
P behalf of clients.
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This STANDARD is not met as evidenced by:
Based on staff interview and review of records,
the facillty falled to maintain a system that
ensures g complete and accurate accounting of
clients' funds that are entrusted to the facility for
four of the five clients residing In the facility.
(Client #1, #2, and #3)

The findings include:

Client's #1, #2, and #3 recieve S8l of §70.00 per
manth for personal expenditures and according to
assessments Clients are not able to manage their
own finances.

1. Interview the Facility's Director (FD) on - ' i
February 28, 2007 at approximately 3:00 PM and | SeeTesponse above. : | ‘/ 26/2870

I

review of Clignt #2 and #3's financial records did

- not evidence any bank statemenis for the 3rd and
4th quarters. Although a copy of the agencies

| resident ledger shest was provided for review,
without the current bank statement veriflcation of
expenditures and gepaosits as listed on the ledger -
cauld not be verified.

2. lnterview with the facility's direstor on February ;

28, 2007 at approximately 3:00 PM revealed that See response above. : 9// Zb/ 220
CLient #1's finacial records had been left at the

n main office, The FC further commented that the
i record would be forwarded, as per his request,
WL from the main office for review, However, Client
#1's financial records was not provide at the time
BT of the survey for review.

L W 1591 483.430(@) QUALIFIED MENTAL. W 158
T RETARDATION PROFESSIONAL

~

| Each client's sctive treatment program must be - ‘ ,
‘ x
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Cantinued From page 8

integrated, coordinated and monitored by a
qualified mental retardation professienal.

This STANDARD is not met as evidenced by
Based on abservation, staff interview and record
review, the facility Qualified Mental Retardation

| Professional (QMRP), failed to adequately

monitor, integrate and coordinate each client" s
health and safety.

The findings include:

1. The QMRP failed to ensure that assessments
and/or reassessments of each clients’
developmental and behavioral strengths and
needs. [See W214]

2, The QOMRP falled to ensure that each
employee had been provided with adequats
training that enables the employees to perform
his or her dutles effectively, efficiently and
competently. [See W189]

3. The QMRF failed to ensure that the direct care
staff recieve proper training from the nursing staff
on implemtation and maintenance of support
prescribed by the primary cara for Cllent #1. [Ses
W322, W331} :

4. The CMRP failed ta ensure that restrictive
measures had been approved by the Human
Rights Committee (HRC). [Ses W262]

5. The QMRP failed to ensure each client's
behavior infervention program, including the use
of behavior modification drugs, was conducted

“only with the written informed consent. [See

W353]

W 1569

The QMRP will ensure that ussessmentf for each [/ / /

client’s needs are completed-

~3

. . o
The QMRP will ensure that cach employke is
provided with adequate training to perform his/er £,' de

- duties effectively and competently. !

|

The QMRP will coordinate with nursing ktaff to
provide employees with the proper training on / /
implementing care prescribed by the prisary care L/ 20/2ed]
physician for Client #1. : :

The QMRP will ensure that restrictive measures are | (,/ / 26 / ZJW
approved by the HRC. ‘ A

|

{
The QMRP will ensure that clients” behayior |
intervention programs, including the usejof drugs, is /
conducted only with written informed copsent. Sccsl )26, 2007
response to W124, )

i
1
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7 ot .
W 159 | Continued From page 9 . [ W 158 [ : ,//24/ o
P See response to W104 #1. ‘ i 200]
A 8. The OMRP falled to ensure facility failed to i
1 . implement Human Rights Committee (HRC) ] ‘
i recammendsations failed to review, monitor and .
] make suggestions to the facility about its |
! practices and programs as they relate to i
! protection of client rights. [See W264] '
oo
7. The facility failed to ensure that each day Sce responise above. i _
program was pravided with current medical '
infarmation for Cllent#1, #2 and #3's day i
programs in case of an emergency. (See W104). ;
: < : » MRP will fo I ard a copy
8. interview with the day program case manager Sec response above. The QM mj" v
on February 8, 2007 at approximately 10:456 AM 2fﬂ“’: :."mpg-"“??t]gf “B‘é‘; ?ay P N .?;g“" swm
and review of day program habilitation records | e ot ISP cannot be it 15 ,,//3@/24417
failed to evidence that a current capy of Client rf (};Md from DDS.
#1's Individual Support Plan (ISP) was on file. B
According to the day program staff the ISP

mesting was held an October 16, 2006,
Intetview with the program director revealed that
the "ISP planning meeting occurred a couple of
months ago, however, they had not received 3
caopy of the plan.”

Interview with the QMRP revealed that the ISP
document was being processed by The
Department of Disability Services and the current
e comprehensive function assesssment was not yet
o available for distribution. .

5 180 | 483.430(e)(1) STAFF TRAINING PROGRAM WABD| o omseto W1S9 2 o /2@/25417

The facility must provide each employee with !
initial ang cantinuing training that enables the:

. employee to perform his or her duties effectively,
efficiently, and competently. '

This STANDARD s not met as evidenced by:

'
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W 189 | Continued From page 10 W 189
Based on observation, interview and record !
review, the facility failed to ensure that sach
employee had been provided with adequate
training that enables the employees to perform
his or her duties effectively, efficiently and
competently.
The findings include: ‘
1. Observations on January 27, 2007 at The QMRP will schedule training for all staff on all
approximately 12:38 PM revealed that Client #3 dicets with the Registered Dictician; the QMRP will .
sitting at the table with his lunch in front of him. provide trajning to all staff on each client’s dining 1/ /Zé/Zad
PN Further observations revealed Client #3 1:1 Staft | protocols.

#1 standing on his right side with a bib In her
hand. The 1:1 staff attempted to place a bib
around the Client's neck on several occasion,
however, the Glient at each attempted pulled the
bib from around his neck and threw it on the floor.
e The 1:1 staff also attempted to place an built up
b handie spoon in Client #3's right hand, but he

; refused to hold the spoon. The 1:1 staff

: repeatedly attempted to place the spoon in the
client hand, however, all attempts were
unsuccessful, The 1.1 then commented "He
daes not want to eat?"

Observation during the evening meal on the
same day with the cllent was observed at the
dinner table different 1:1 staff (Staff #2). The 1:1
staff was implementing different feeding ,
pracedures. The 1:1 staff set up the table area ’ '
with the adaptive equipment. ‘The evening 1:1 ' '
never place a bib around tha Client #3's neck.
! Additionally, the evening 1:1 staff provided hand .
b over hand assistance using the built up handle '
Il L spoon without any difficulty. The 1:1 was also

pbserved to mix small amount of applesauce with
each spoonful of foud. Client #3 completed a
100% of his meal. .

SORM CMS-2587({02-99) Previous Versions Dbsolete Evant ;97011 Facilly 1D; 0aGo10
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(X5)
COMPLETION
DATE

W 188 Cantinued From page 11

Interview with the Qualified Mental Retardation
Professional (QMRP) revezled that the 1:1 direct
care staff at Client #3 day program was not the
reguiar 1.1 assigned. According to the QMRF,
the 1:1 abserved at the day program had not
been tralned to the specific practices and
procedures with Client #3's feeding protocols
priof to being assigned. The regular 1:1 staff
called in to work slck the same moming.
Reportedly the QVRP stated that the steff#1
observed "will suon be trained as the back up 11
staff for Client #3".

i
H
t
'

2. The facllity failed to provide in-service training”
1o the direct care staff on the use and

b maintenance of the Cervical Collar prescribed for
| Glient#1. [See W322, W331 and W1ss] ,
;;.h.w,.'zm 483.440(c)(3)(1li} INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment must
identify the client's specific developmental and
behavioral management needs,

This STANDARD s not mat as evidenced by:
HBased on observation, interview and record
review, the facility failed to assess and/or
reassess clients' developmental and behavioral
strengths and heeds for three of three clients in
the sample. (Client's #1, #2 and #3)

The findings include:

D 1. Observatlons of the avening madication
[T administration on 2/26/07 at 5:47 PM revealed
that Client #1 had received Tegretol 200 mg,
Clonazepam 1 mg and Risperdal 1 g far
behavior. Review of the medication

RN

W 189 |

|
The QMRP will have the PT complete atj assessmen

[f the collar is recommended and approvéd by the .

W 214] The QMRP will coordinate with the Intetdisciplinaty

Team to ensurc that updated comprehensive
fonctional assessments are completed for all clients
and that programming reflects steps 10'address each
clicut’s specific developmental and behayiora]
management needs,

'

i
|
I

!

I
i
i
1
H
i
1

The QMRP will ensure that a psychiatriq assessment
is completed and placed in cach client's record.

\
PCP, the QMRP will train staffon its proper use. 9//2&:/2W7

o frefacly

Yoo fsep7
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administration records and the Physician's arders
revealed that Client #1 receives an AM dosage of
the same medications as well.

| Interview with the Licensed Practical Nurse
(LPN), Qualified Mental Retardation Professional
(QMRF) znd the review of the client's Physician's

| orders revealed the aforementioned medication is

Used in canjunction with the Behavior

Management Plan (BMP) to address malddaptive
behaviors.

Review of the habllitation records revealed a
diagnosis Atypical psychosis, Onychomycosig-Naf
Adapt Behavior and Profound Mental retardation,
Further review of the records failed ta evidence a
psychiatric assessment.

2. Observations of the evanihg medication

‘administration on 2/26/07 at 5:47 PM revealed
that Client #2 received Risperdal 3 mg and
Buspirone 15 mg to manage behavior. Record
verificztion of the Medication Administration
Record revealed that Client #2 also received

Naltrexone 50 mg in the AM and anather dosage
of Naltrexone 50 mg twice daily. Additionally,
Client#2 also receives an AM dosage of the
Buspirone and Rlsperdal.

Interview with the Licensed Practical Nurse (LPN)
and further review of the client's Physician orders
revealed the aforementioned medications was
used in conjunction with the Behavior
Management Plan (BMP) 1o address Client#2's
maladaptive behaviars,

Review of the habilitation records revealed that

Client #2 has a diagnosis of Atypical
Psychosis/Maladaptive Behaviors, Autism and

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION : 11(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 1 COMPLETED
A. BUILDING :
B. WING .
_ 09G010 02/28/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE |
6417 KANSAS AVE, NE
CARECO 01 ' ) :
L WASHINGTON, DG 20001
X9 | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- TAG REGULATORY QR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY) :
W 214

w214 !

See responsé abave.

Yooy
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. |
-1 - 214| Continued From page 13 W 214
' Profound Mental Retardation. Further review of i
; the records failed to evidence a psychlatric :

assessment See response above., i I‘// (?6 200 7

3. Observations of the evening medication -
administration on 2/26/07 at 5:47 PM revealed
that Client #3 recelved Valproic Acid 158 m and
Dilantin 100 mg for behavior, Record verification
of the Medication Administration Record revealed .
that Client #3 also receives Paxil 25 mg it the A
morning for anxiety/depression.

Interview with the Licensed Practical Nurse (LPN) |
. and further review of the cllent's Physiclans order .
f revealed the aforementioned medications were ,
bm Used in comjunction with the Behavior ;
Management Plan (BMP) to address maladaptive
behaviors.,

i
Review of the habilitation records reveaied a ' I
! : diagnosis of Adjustmeht Disorder 5
3 Unspecified-Chronic and Profound Mental i
i ‘ Retardation. Further review of the records failed |
; :
to evidence a psychiatric assessment The QMRP will have the PT asscss ambulation safeLy

for persons with visual impaitments inithe home. T}
i
HE 4. Interview on 2/28/07 with the QMRP at PT will revise ambulation protocols as needed_ The

1]
approxim'ataly 3:00 PM and record review : ' MRP will frain all staff on the revised ambulation /
revealed that Client #2 last Physical Tharapy )?mmm;; e siton £ 5/ Zééd&?

Assessment was completed on 5/1/05.

I
I
i

Raview of the habilitation records revealed that
Client #2 had a Physical Therapy/Fall Protoco|
dated 4/26/06. Further review of the protoca) did
not evidenced that the PT had amended and/or
updated these safely procedures to reflect safe
ambulating up and down the stairs in the new

‘i | facility. According to the QMRP no mobility

o assessment had not been completed for the

{ environment. Additionally, no recommendation
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| hand on the rails. The 1:1 one staff then
| €ncaurage the client to proceed down the steps

| protacal was available for review.

Continued From page 14

had been made and no new assessment of the
group homes environment had been Update and
included on the Eall Protocol/Fall Prevention to
ensure that Client #2 safe maobility in the new
group home.

5. Observation on February 26 and 27, 2007
revealed the 1:1 direct care staff assigned to
Client #1, stood behind the tlient at the top of the
basement stairwell and paositioned the cliants

and continued to stand hehind the client as he
proceeds down the basement stalrwell.

interview on 2/28/07 with the QMRP at
approximately 3:00 PM and review of the
habilitation records revealad that Client#1 is blind
and has a Fall protocol/Fall Prevention in place
for safe mobility within the group home,

Review of the Fall Protocol/Eall Pravention dated
4/26/08 did not reflect how the direct care staff
was to assist Client #1 to safely ambulate on
stairwells at the new group home, According to
the QMRP the protocol had been daveloped for
use at the pravious Tacility which dld not have
stairs. Further review of the protocol did not
evidenced that the PT had amended and/or
updated these safety pProcedures to reflect safe
ambulation up and down the stairs in the new
facility. "According to the QMRP no new safety

Note: It should be noted that no blind mobility
assessment had baen complated and at the time
of the survey the maintenancs staff were
installing safety ralls for the second lave| of the
group home,

W 214

See response ahove.
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w214

6. Interview with the FD on February 28, 2007 af
approximately 3:00 PM revealed that Client #2
receives a bi-weekly stipend from his day
program in cash. Further interview with the (FD)
revealed that the the agency was not aware of the
amount of money given Glient #3 and/or when
thess funds were given to the client According to
the FD the day program indicated that it was his
right to get his mongay directly,

Interview with the FD and review of tha

5 ‘ habilitation records and financiaj records revealed

that the facility has made severad| attempts to
ensure disbursement andg the

amount of the disbursemant bi-weekly. The

agency's geverning body has not established a
effective system of accountabliity to ensure when
and the amount of cash given to Client #4 was

actually being consistent paid by the day

program.

o Further review of the record did nof reveal a

mohey managemant assessment to determ fne

g} ' Client #4's ability to manage his own personal

funds. There was ne evidence that the client was
fully agsessed to handle his cash stipend
received from his day program. The facility's
Mmanagement and staff was unaware of how mlch
and when the Client #4 was spending his
personal funds.

7. Observation oh February 27, 2007 at the day
program lunch at approximately 12:40 PM and at
the facility dinner at approximately revealed that
Client #3 Is prascribed a Pureed, Reguiar diet,

| intsrview with oMRP revealed that Citent #3
b "hard to work with when he eats”, however, the

~J

See response o W104 #2 i

i
y
The QMRP will have the Registered Dietician re-

evaluate client #3 's nutritional necds ind supports.
See response to W189 ¥1 .

i e
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W 214 | Continuad From page 16 - W 214
. FM 1:1 had no difficulty assisting him with hand

A over hand feeding. Additionally, the 1:1 staff

i i during the dinher rmixed applesauce perfodlcally
i . with his meal and Client #3 consumed 100% of
kis food.

Review of the physician order dated February 1,
2007, revealed the diet order as "Pureed - Do Not
RER Feed In Bed". Review of the Nutritiana
N Assessment revealed that the assessment had

: expired 12/7/07, Further review did not evidence
that the Nutritionist had reevaluated Client #3's
nutritional needs and nutritional supports,

f
i
|
|
|
i
i
[
t

!
|

- [
W 248 483.440(d)(1) PROGRAM IMPLEMENTAYION | w249 The QMRP will ensure that all direct support staff gre

trained to correctly implement client programming as

As soon as the interdisciplinary team has soon as the interdisciplinary team has formulated it ¢ 26/2007
formulated a client's indjvidual program plan, ' b

each client must receive a continuous active '

treatment pregram consisting of nesdad ' f

|

1

1

~J

interventions and services in sufficlent number
and frequency to support the achievement of the
ebjectives identified in the individual program
plan.

This STANDARD is not met as evidenced by: !
Based on observation, staff interview, and recard ;
review, the facility failed to ensure that one out of !
the three clients in the sample received continuos I
aclive treatment programs to address their needs. _ J’

|
[

i
'
i
i
i
i
'
il
]
i
'

'
!
'

| The finding includss: .
The facility's direct care staif failed to consistently bl
implement Client #1 Behavior support plan as The QMRP will request the psycholo istito train
written as evidenced balow: 1 direct care staff on the proper Implementation of the

behavior support plan. !

Yoo/l

. - |
During observation of the medication i [
l i
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W 249 | Continued From page 17 W 249 o

administration on February 26, 2007 at |
appraximately 5:47 PM, Client #1, while in the :
medication room exhlbitad a sp:ttmg behavior.
He repeatedly spit in his hands. The 1:1 !
assigned to the client repeatedly gave him a dry . P
paper towel to wipa his hand, and encouraged the :
nurse to speed up the medication administration
process, '

The medication nutse administered the client :

medication and the 1:1 staff proceaded to take o

the client to the dining room table for his dinner.

At no time was staff obsarved to take the cllent
into the bathroom to wash his hand.

- Interviaw with the QMRP on the same day, | ‘

ey revealed that one of Client #1's target behaviors

: was to decrease spitting and the behavior support '

plan qutlined procedure to wash his hand on each f

ocecasion in which he spits in his hands. f

W 262 | 483.440(f)(3)(0) PROGRAM MONITORING & W 262| The QMRP will ensure that the Humar Rights
CHANGE ' . Committee revicws and approves mchvlidual

programs that invelve risks to client protection and d/ I
The committee should review, approve, and rights. : %/é@q-

monitor individual programs designed to manage ‘ )
inappropriate behavior and other programs that, |
in the apinion of the committee, involve dsks to P!
client protection and rights. !

This STANDARD is not met as evidencad by:
o Based on observation, staff interview and record Loy
i verification, the facility failed to ensure that

restrictive measures had been appraved by the
Human Rights Committee (HRC) for three of the . |
three clients in the sample, (Client#1, #2 and #3) . i

L The findings include:

FORM CMS-2567{02-94) Previous Versions Obsoleta Event ID: 270011 Facllity ID: 08G310 If ontinual ]un sheel Prge 18 of 37
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W 262 | Continued From page 18 W 262 !

and monitared Client 1, #2 and #3's ’
psychotropic medication and Behavior
Mmanagement Program that included the use of

behavioral support interventions. (See W124)

|
1

]

- !
1. There was no evidence that the HRC reviewed i

. 1

W 263 | 483 440(f)(3)(I) PROGRAM MONITORING & W 263| The QMRP will track submissions to DDS requestijg
. CHANGE - legal guardians for clients whe do not/hale the
s : capacity to make decisions themscives, See respon /% /
The committee should insure that these programs to Wi24. Y[2o(2e07]

1
are conducted only with the written informed !
i consent of the client, parents (if the client is 2

o, minor) or legal guardian.

!

This STANDARD is not met as evidenced by
Based on observation, staff interview and recerd
review, the facility failed to ensure that each
client's behavior intervention pregram, including
the use of behavior modification drugs, was
conducted only with the written informed consent
of a legal guardlan, for three of the three clients in |
the sample (Client #1, #2 and #3)

|
1
i
!

The findings include; :

1. Observations of the evening medication - Client#fl will be assessed by the psy_cholbg*istm ' _
administration on 2/26/07 at 5:47 PM revealed . determine his need for a legal guardian. Jee rosponse |
that Client #1 had received Tegretol 200 mg, to Wi24and WI25 41 | W/ 2087

Clonazepam 1 mg and Risperdal 1 mg for , i i
behavior, Review of the medication . ! |
P

S administration records and the Physician's orders
C revealed that Client #1 recelves an AM dosage of
* | the same medications as well.

Interview with the Licensed Practical Nurse c
(LFN), Qualified Mental Retardation Professional B
(QMRP) and the review of the client's Physician's v
orders revealed the aforementioned medication i
was used in conjunction with the Behavior co

DHM éMS-EEST(ﬂz-EQ) Pravicus Varsitns Obsclate Bvent ID:970J14 Facility ID: 08G010 If cordinfuat'ion sheet Page 19 of 37
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'

‘Management Plan (BMP) to address maladaptive
behaviors (i.e. physical aggression, property
destruction, honcompliance, SIB, ¢lothes
Stripping, -public masturbation, smearing feces
and spitting).

Further Interview with the nurse conductsd on the
o same day indicated that Client #1 is cognitivaly j
. capable of comprehending the side effects of his
psychotropic medication regimen and required full
1 '| assistance to camprehend risk and freatment
HE optians. Additionally this clients is unable to
P make Independant decisions without assistance.

'
|
]
'
1

|
Interview with the QMRP revealed that Clients %1 !
has family involverment in their habilitation;
however, there was no avidence that an individual
or @ family member was involved in providing
signed informed cunsents for the use of
‘psychoactive medications and restrictive behavior
management programs. In addition, the had nat
been assessed for the need of legal guardianship
to assist them with the decision making as it
relates ta their habilitation.

l

- |
There was no evidence that the facility had i
ensure that surrogate decision maker were |
5 available to assist Cllent #7 with written informed I
l

|

|

consent as it relates to the treatment and
habilitation needs prior to prescribing each clients

'| psychotropic mediation regimen and

P implementation of their behavior support plans.

2. Observations of the evening medication ‘ /zé

administration on 2/26/07 at 5:47 PM revesled See response above. o ffzef200)7
that Glient #2 recaived Risperdal 3 mg and .
Buspirone 18 mg for behavior. Record i :
verification of the Medication Administration b '
Record revealed that Client #2- also received

?ERM ldMS-%BT(DZ-EIB) Pravisus Versiens Oacolete . Event ID: 970511 Facility 10: 09G018
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Cantinued From page 20

Naitrexone 50 mg In the AM and another dosage
of Nalirexone 50 mg twice daily. Additlonally,
Client #2 receives an AM dosage of tha
Buspirone and Risperdal as well.

Interview with the Licensed Practical Nurse (LPN)
and further review of the client's Physician orders
revealed the aferementioned medications were
used in conjunction with the Behavier
Management Plan (BMP) to address Client #2's
maladaptive behaviors (i.a. physical aggression,

public masturbation, refusing meals and playing
in urine,

Further Interview with the nurse conducted on the
same day Indicated that Client #2 is cognitively
capable of comprehending the slde effects of his
psychotropic rmedication regimen and required fult
assistance to comprehend risk and treatment
options. Addltlonally this client Is unable to make
independent decisions without assistance.,

interview with the QMRP revealed that Clients #2
has famlly invalvement in their habilitation;
howevar, there was no evidence that an individusl
or a family member was involved-in providing
signed informed consents for the use of
psychoactive medications and restrictive behavior
management programs. In addition, the clienfs
had not been assessed for the need of legal
guardianship to assist them with the declsion

Thete was no svidence that the facility had
ensure that surrogate decisjion maker werg
avallable 1o assist Client #2 with written infarmexd
consent as it relatas to the treatment and
habilitaion needs prior ta presctibing each clients

W 263

: ‘
2

IDBM CMS-2567(02-09) Pravious Versions Obsolete Zvent 1D: 0701114

Faelilty ID: 09G0T0 IF conti

|
||
03/15/2007 THU 16:08 [TX/RX NO 5270)

1
|
r::ua fon sheat Fage 21 of 37
1
1




Mar 29 07 (01:4Ba

Home Office

301-441-1329 P-3S

ey S e

3. Observations of the evening medicatiaon
administration on 2/26/07 at 5:47 PM ravealed
that Client #3 received Valpreic Acid 15 m) and
Dilantin 100 mg for behavior. Record verification
of the Medication Administration Record revealed
that Client #3 alse receives Paxil 26 mg in the
mormning for anxiety/depression.

Interview with the Licensed Practical Nursa (LPN)
and further review of the client's Physicians order
revealed the aforamentioned madications wars
used in canjunction with the Behavior
Management Plan (BMP) to address maladaptive
behaviors (i.e. Salf-anUTIOUS Behaviars and
Bruxism).

Further Interview with the nurse conducted on the
same day indicated that Client #3 is cognitively
capablé of com prehending the side sffects of his
psychotropic medication regimen and reguired full
assistance to cornprehend risk and treatment
options. Additionally this client is upablé to make
independent decisions without assistance.

linterview with the QMRP revealed that Clients 23
has famlly involvement in thelr habilitation;
however, thare was no evidence that an individual
ora family member was involved In providing
signed informed consents for the use of
psychoactive medications and restrictive behavior
management programs. 1n addition, the clients
had not beeh assessed for the need of tegal
guardianship to assist them with the decision
mazking as it refates to thelr habilitation.

There was neo evidence that the facility had
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P psychotrapic mediation regimen and P
implementation of their behavior support plans. See response above. ' , L/ /200
b ' .
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FETT263 Cantinued From page 22 w263l | .
T ensure that surrogate decision maker were i
5 available to assist Cllent #3 with written informed ‘
i cansent as it relates to the treatment and ;
! habilttation needs prior to prescribing each clients i
psychotropic mediation regimen and -
- implementation of their behavior support plans. | :
64 | 483.440(5)(3)(iii M MONITORING & 264 - ' '
. W 2 C?‘iANGg)( ) PRQGRA © RIN w The Human Rights Committee will be Jkestl-ucturcd 1q
l . include clients and additional community inembers. | '7/ ZQ/Zotﬁ
: i i : Policies and procedurcs will be wpdated to|ensure )
! The committee should review, monitor and make _ . b . .
f suggestions to the facility about its practices and through review of facility practices and programs

relating to protection of client rights and finds, and
any other areas that could include infriggejnent of
clients’ rights.

programs as they relate to drug usage, physical
restraints, time-out rooms, application of painful

. of noxious stimuli, control of inappropriate
behavior, pratection of client rights and funds, and
any other areas that the cornmittee believes need
to be addressed.

i This STANDARD is not met as evidenced by: v '
Based on observations, staff intervigws and !
record review, the facility falled to implement , : :
i Human Rights Committee (HRC)

o recommendations failed to review, monitor and !
make suggestions to the facllity about its

practices and programs as they relate to
protection of client rights and funds, and any
other areas that the committee belleves that
could be an infringement of the clients' rights. =

The findings include:;

| of a restrictive measure prior to its
Implementation in the facility as a daily practice as L

p . The HRC failed to review and approved the use
| .
; evidenced below;

1. Observation on February 26 - 28, 2007, See response (G 12Gonss to w1z W

{V$+2507(02-88) Previous Vergians Obsolets Event ID: 070411 Faclitty ID: 08Go10
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revealed that the facility has door alarms placed
on gll exits throughout tha facility, Further
abservation revealed that when tha door was
vpened it activated the alarms, which had a
double tene ring o alent the direct care staff.

Interview with the QMRP revealed the alams
were place on the door due fa Glient #5's
elopement behavior and Client #2 history of

! elopement behavior. Further intarview with the
i QMRP did not evidance that all the client residing
R PV in the facility had been included In the selection of
RIS the type of alarih tone and/or participated In
exploration of other east restrictive options prior
o implamenting the door alerts,

Review of the records failed to evidence that all
the ather client's and/or their representatfive had
been informed of their rights prior to the alarms
installation. Further review of the records failed to
provide gvidence that the Hurman Rights

- Committee had review and discussed the

i installation of the door alarms, ather least

: restrictive measures and the rights of all the other
client living in the facility.

W 322 | 483.460(a)(3) PHYSICIAN SERVICES ' W 322| The facility will provide preventive an:\-.l qeral
. ) medical care by complying with DDS policies on

The facility must provide or obtain preventive and providing each client with an accurate] regularly
general medical care. reviewed, and updated Health Care Management

\ ’ T . Plan. The HCMP is produced by the
: approved by the PCF. The HCMP contai
medical supports and interventions de¢méd necess

Ve This STANDARD is not met as evidenced by: by the physician for the acql}isition anfl njaintenance.
b Based on observation, interview and record ;22?;";:2::“2&;: :Zqﬂi'f:; :3:1;1 HECMP 10 2
review, the facility failed to ensure general and P P ;

. " ; 24-~hour medical shift log thal provides di
-?gg}??t;\glgx;:o;?::dog?e five residing in the staff on each support they are to provifle, land

contains arcas for nursing 1o staff comnunication and
vice versa . ! (//
The findings include: . b/ o>
Wit 2657(02-98) Previcus Varslons Obsolete Event 1D:070J14 Fadility 1D: 09G010 : If continuation sheet Page 24 ef 27
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Centinued From page 24 W 32z

The RN will confinn the physician order for a mid-|
1. Interview direct care staff and record review of day nap for Client #3 and obtain clarifjcation of the| ‘
the physician order on February 28, 2007 at , term “mid-day™ ta see if taking the nay an return! 1,/ /w /

~J

approximately 11:30 AM, ravealed that Client #3 : from the day program meets the PCP’s intent.
was prescribed | "Mid-day Nap".

L | Interview with the QMRP revealed that Client #3
- is usually fired from his travel an the van.

R According to the QMRP, when the cllent retruns

: haoome from the day program , the 1:1 provide

, ‘persanal hygiene Care and placas the Client en
Lo the bed to rest. Further interview with the direct
care staff revealed that the client doesn't actually
tack the nap at the day program, but usually lays
own In his bed to rest in the aftemoon when he
returns from the day program. Reportedly the
client does not take a nap at the day program due |
to the difficulty of waking him In preparation for . !
transported from the day program. - ' |

B 2. Interview QMRP and record review of the Seo response to W189#2, | 4 /2@/26307
" physicians's order an Febryary 28, 2007 at !
‘ approximately 10:15 AM, revealed that Client #1
was prescribed a “Cervical Collar” as a pieca of
adaptive equipment. Further interview with the
QMRP revealed that when Client #1 was
transferred to the agency two years ago "the

.| coliar came with him". According ti interview with
the QMRP, the client Is to wear the collar at night
to provide him neck. .

o Review of the Physical Therapy assessment
C dated 10/13/06 failed to reflect the purpose,
recommendations and length of time for the use
of the collar, as well, did naot provide instruction
for direct care staff to ensure appropriate
implefmentation for this prescribed support.
Further raview failed o revealad that a protocol
.had been developed by the nursing staff and that

I i

42587(Q2-08) Previous Veralona Dbeoleta Evant |D: 970)71 Fodility ID; 00GO10 i Gonﬁrruakion sheet Paga 25 of 37
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Continved Fram page 25 owae
no documentation was avallble to Support the
nursing staff monitoring of the implemtation of
this neck support for Client #1,

Review training manual failed to evidenee that
direct care staff had been in-serviced on the:
proper use and the maintenance of this soft
P Gervical collar prescribed for Client #1. i
. The Facility Director will obtain the resufts of the

3. Interview with the nurse and review of medical mammogram. Grand Rounds in thef ility will be
records on February 28, 2007 at approximately led b_y the Registered lerse, who will engure that

11:30 AM, revealed that Cllent #1 had 2 G medical reports are received as soon o tyey are / |
Consult on 6/1/06, The finding of this exam commpleted and are filed in each client]s ricord. ‘//é(a 223

indicated a "Left breast mass, surgical !
evaluation-Lt breast mass”. Further review of the
records ravealed that g mammeogram was
completed B months late an 1/ 0/07, however,
the medical record did not evidence a copy of the
results of the mammogram.

; Interview with the facility's director, on the sam
i, day, revealed that Providence Hospltal was to
have malled the test resuit to the facility.
Interview with the nurse revealed that Client #1
has a follow-up appointment scheduled for
surgical consult "sometime” in Mareh and will
need the mammogram results prior to the
follawe-up visit for the surgical consultation,

i 4. Interview with the QMRP on February 28, See response to W125#'s | and 3. %‘" 2

2007 at approximately 1:35 PM and reviaw of
Human Rights Committee (HRC) Minutes dated
10/26/06 revealed that Cliant #4 was
recommended for a bassline Colonoscopy. The
HRC approved the use of sedation for this
procedure for Client #4 at that same meeting. :
According to the minutes Client #4 requested the : [
use of sedation for the procedure.

Further interview with the QMRP revealed that the

iIMS-2887(02-86) Previous Versions Obsalele Event 10; 970411 Fatillty 10: 096010 If cantjnuation sheat Page 26 of 37
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‘L W 322 Cantinued From page 26 W 322

3 consent for the procedure had not been obtained. I |

4. W 331 443.460(c) NURSING SERVICES "W 331| The Director of Nursing will ensure Giandl Rounds !

; are held at least monthly and are attended|by an RN

The facility must provide clients with nursing the Designated LPN, and the QMRP. All health

. services in accardance with their needs. issues and required follow up will be completed in

agcordance with physician’s orders andl rdferrals, 4/%/2907

1ha This STANDARD is not met as evidenced by: \ ‘
o Based on interview and record review, the facility e -
i failed to provide each client with nursing services
in accordance with thelr needs.

The findings include:

1. Interview and record review revealed that The DON will cordinats with the QMR o casure / .

Client #1 had a dermatology appaintment on . | ; ; /
10/17/06 and was sche dul?a)& tgﬁeium 1 fonth ‘ that the client retumns for the follow upy appointment ‘/ 26f2007
later far a follow-up appointment. At the time of
the survey, the nursing staff failed to provide
evidence that Client #1 raturn in November as
recommended.

g 2. Interview and recard review revealed that
Cllent#1 had a Urology appointment on 5/12/05 : l//éé/&fd'?

and was scheduled to return 1 year later fora See response above.

follow-up appointment. At the time of the survey,

19 months later, there was no evidence that the

nursing staff ensure timely follow-up as

; recommendead.
5 3. Interview with the nurse and review of the e DON d“‘t’:"‘?"?nm“d‘d‘“fg;’l"vi"c"rf::" ;y[;:“d l,%@/zgﬂ
Medication Administration Records on February I‘;’l:: di‘x;:n"mgz‘i dgo Zﬂment:ﬁogin‘o"su ©

26, 2007, revealed an order for Minerin Cream to "

be applied threa times a day to the buttocks and
inner right thigh in the diaper area of Client #3. The DON will coordinate with the Dirgctor of tf 26/2&’.)
Further review of the MAR revealed that the MAR Disability Services to establish a systemn for Y
had not been sighed. .

Intarview with the DON indicated that the staff

documenting topicals and rinses. i
!

L
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Continued From page 27 . W 331

May may applisd this cream during diaper
changes, Further interview revaaled that the
direct care staff have no access to a MAR for
them to document adminlstration of Client #3's

’ ] tapical treatment. There was no evidenge of o

; B system had bsen established and was being
R implemented to ensure implementation of Client
#3's prescribed topical treatment

4. Interview with the nurse and review of the See response above. ’ yAG/ZO’.W
Medication Administration Records en February
28, 2007, revealed an order for Chigrhexidine
0.12% rinse, According to the order this rinse
with 15 ¢e twice daily after brushing for Client #5,
Further raview of the MAR revealed that the MAR
had not been signed for administration.

Interview with the DON indicated that the direct
care staff give this rinsa during-foothbrushing.
Further Intervisw revealed that the direct care
staff have no access ta a MAR for themn to
document administration of Glient #5's mouth
treatment. There was no evidence of a_effective
system had been established and implemented to
ensure Implementation of Client #3's gum
treatment.

5. Qbservation of the medication administration See responsc above. The DON will provide

on February 26, 2007 st approximately 5:47 Py, additional training to medication nursps gn the
revealed that Client #3 receivas the following | Tacility policy and procedure for docume ting L ’
Mmedicaflon in the PM: Valproic Acld 15 mi, Diocto S o medication not administered and dispoal

25 ml, Simethicone 40 mg, Zyrtec tablet, Dilantin of medication not administered. V/Zéépd:r
100 mg, Dilantin 50 mg and Constulose 10 mag/15 :

ml 38 described below:

1.
i

i
K

3.) During the adrministration of Diocto, the Client : 5
hit the nurse hand

and approximately half of the drug dosage spilled
from the cup onto the fisor,
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b.) After the Adminhistration of the Dilantinand
Zypreza (crushed and placed in aplesauce)
Approximatiey 20% of the mixdure remained in
the cup'and was discarded in the kitchen
trashcan.

Interview with the nurse revealed that when a
client refuse their medication and portian of the
medication aré not administered, a note Is placed
on the MAR and in the nursing notes detziling the
percentage amount of the medication nat
administered, Additionally, any medication not
administered is to be flushed down the sewage
system and documented. The records are to be
docurnented with the date and time the
medicalion was destroyed and signed by the
nurse.

Reaview of the medication administration records
and the nursing notes failed.to evidence any
dacumentation for the percentage amount of
medication not administered and that the
medication had been destroyed as required by
the agency's pelicy and procedures.

6. Interview QMRP and record raview of the
physicians's arder on February 28, 2007 at
approximately 10:15 AM, revealed that Client #1
was prescribed a "Cervical Callar as a piece of
adaptive equipment. Further interview with the
QMRP revealed that when Client #1 was
transferred fo the agency two years ago "the
collar came with him”. According ti interview with
the QMRP, the client is to wear the collar at night
to provide him neck,

Review of the medial record failed to evidence a
written protocol for the direct care staff

See response to W189 #2.
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Continued From page 29

implamtation of Client #1's Cervical Gollar
prescribed by the primary care physician. Further
review failed to evidence that the nursing staff
had trained the direct care on the proper use and
maintenance of the Cervical Callar.

483.460()(1) DRUG REGIMEN REVIEW

A pharmacist with input from the interdisciplinary.
team must review the drug regimen of each client
at least quarterly.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
faellity failed to ensure that each client's
medication regimen was reviewed by the
pharmacist quarterly, for three of the three clients
in the sample. (Client#1, #2 and #3)

The ﬁndihgs include:

Interview with the nurse and review of the rhedical
records revealed that Client #1, #2 and #3's last
pharmacological review occurred an 10/30/08, -
According te the nurse, the next review was to
have occurred in January, 2007. Although, at the
fime of survey, the pharmacist arrived at the
facility to review the medications regimen of each
client, the review had not occurred timaly as
required by this regulations.

Note: It should be further noted that Gllent #1, #2
and #3 are prescribed psychotropic medication to
manage each their clients’s identified maladaptive
behaviors.

W 331

W 362| The QMRP and the DON will ensure thaf] pharmacy| 1/ / é 7

See response to W331,

yeviews occur on a quarterly schedule.

Yooy

483.480(j)(4) DRUG REGIMEN REVIEW W 365
An individual medication administration record
must be maintained for each client
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1. /7365 Continued From page 30 W 385

This STANDARD is not met as evidenced by:
Based on cbservation, interview and record
review the facility falled to maintain medication
administration records (MAR) for one of the two
y i ) clientin the sample. (Clients #1)

s
!
H

- The finding includes :

Ui 1.) During the verification of the medication pass /447/
an)d revie?w Medication Administration Reccl% - See response to W331 #3. y 224
o (MAR) the medication nurse falled to sign in the
Voo MAR after administration of the following clients
b madications:

;1 | Interview with the nurse and review of the

.r | Medication Administration Records on February
26, 2007, revealed an order for Minerin Cream to
be applied three times a day to the buttocks and
inner right thigh in the diaper area of Client £3_
Further review of the MAR revealed that the MAR
had nat been signed.

. Interview with the DON Indicated that the staff
- may may applied this cream during diaper

: changes, Further interview revesled that the
direct care staff have no access to a MAR for
thern to-document administratian of Client #3's
topical treatment, There was no evidence of a
, ) System had been established and was being
cr implemented to ensure implementation of Glient
. #3's prescribed topical treatment, :

_ 2.) Interview with the nurse and review of the /

[ Medication Administration Records an February See response above. 4, Zéépd,?
T 26, 2007, revealed an order for Ghlorhexidine

. | 0.12% rinse, According to the order this rinse

with 15 cc twice dally after brushing for Cllent #5.

v
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W 365 | Gontinued From page 31 W 365

Further review of the MAR revealed that the MAR
- had not been signed for administration.

Interview with the DON indicated that the direct
care staff give this rinse during foothbrushing.
Further interview revealad that the direct care
staff have no access to a MAR for them to
document administration of Client #5's mouth .
treatrnent. There was no evidence of 3 effective . i . ‘
systemn had been established and implemented to The DON will coordinate with the Pha""*ﬂﬂﬂ to I//ZG/éa:ﬂ
ensure implementation of Client #3's gum gusure proper labeling of medications.
freatment. i

483,460(m)(1)(il) DRUG LABELING W 389

Labeling for drugs and biologicals must include
the appropriate accassary and cautionary
instructions, as well as the expiration date, if
applicable.

This STANDARD is not met as evidenced by:
Based on observation of the medication
administration, the facility failed to ensure that
medications were labeled with the appropriate
information for one of the three client's in the
sample. (Client #1)

The finding includes: _

D The facility failed to ensure that Client #3's topical
;:‘ - treatment medication was properly labeled ss
; evidenca below:

Interview with the nurse and review of tha

: Medication Administration Records on February

y 26, 2007, at approximatiey 6:00 PM reévealed an
. order for Minerin Cream to be applied three times
i a day to the buttocks and inner right thigh in the

{ dlaper area of Client #3.

SR CMIS-2587(02-89) Praviaus Varzlons Qbsafots Evant ID:57149 Facliity 1Dy ceGD1a

1

L
03/15/2007 THU 16:0% [TX/RX NO 5270]

lfconlilI Laltion sheet Page 22 of a7

e i e,




301-441-1329 P-1

. Mar 29 07 01:55a Home Office

i e LSRR TRV E

i i - N . _

i ) . _ ‘ RRINTED: 03/15/2007
i~ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APP;IREOVED :
;;%;'f:‘@ﬁﬂTERS FOR MEDICARE & MEDICAID SERVICES _ . : » OMB NO. 0938-0391
i | STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

i“‘_» ! AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

e A BUILDING

RN

‘ B. WING ‘
g : 09Go10 : 02/28/2007
i NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE |

6417 KANSAS AVE, NE

%[ CARECO o1 .
o R : WASHINGTON, DC 20001 :
(x4) 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECHIGN 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHQULD 8E COMPLETIGN
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE | DATE
1 . DEFICIENCY)
" W 389 | Continued From page 32 ' W 389

Reviaw of the Minerin cream stored In the

bedslde table In Client #3's bedroom failed to
have a iabel with Client #3's name, expiration ) ]
date and administration instructions. : : .

483.470(9)(2) SPACE AND EQUIPMENT W 436 .
' : . The QMRP wil] follow up with the PTjto ensure hl%
The facility must furnish, maintain in good repair, | notes reflect purchase requests t‘mj ada*t ¢ )
and teach clients to use and to make Informed equipment. The QMRP and PT will fofloy up with
choices about the use of dentures, eyeglasses,  the adaptive cquipment vendor to ensuge that ﬁo
hearing and other communications zids, braces, cquipment s delivered timely. 7 2o/t00 ]

and other devices identified by the
interdisciplinary tearmn as needed by tha client.

Thls STANDARD is not met as avidenced by:
Based on observation, interview and record
review, the facility failed to maintain adaptive
equipment In good repair for two of threa clients
in the sample . (Client #1 and #3)

The findlngs includes:

; Observation oh February 26, 2007 at
.approximately 6:00 PM revealed the 1:1 assigned
to Client #3 having difficulty rolling the client
wheelchair.

Interview with the QMRP and the review of
records revealed a recommendation had been
made for the purchase of an adaptive wheelchair
on 2/21/05 for the client. Further interview with
.. | the QMRP revealed that tha wheelchair had been
pye ordered and that the PT needed to follow-up on
= the purchase order and the T19A. Agcording to
the QMRP the 719A had been approved and
forwarded to the appropiiate parties for approval
and forwarded to the vendor several months ago. |

I
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Review of the PT notes indlcated that his last
guarterly note dated 8/30/06 made no mention of
the purchase of Client #3's new whealchair,
Review of the HRC minutes dated 10/26/06
indicated that Client #3's new wheelchair was
ordered.
483.470(I)(1) INFECTION CONTROL W 454 .
. Sce response to W249.The QMRP wil s:cl}cdqle all
The facility must pravide a sanitary environment staffto complete additional refresher taifing in ;/Aqém'/
to avoid sources and transmission of Infections. infection control pmcedur_c&

Vi
Sy

This STANDARD is not met as evidenced by:
Based on observation and staff inferview, the
facility falled to maintain a sanitary enviranment to
avoid sources and transmission of infection,

The finding include:

During observation of the medication
administration on February 26, 2007 at
approximately 5:47 PM, Client #1, while in the
medlcation room exhibited a spitting behavior.

He repeatedly spit in his hands. The 1:1
assigned to the client repeatedly gave him a dry
paper towel to wipe his hand, and encouraged the
nurse to speed up the medication administration
process,

The medication nurse administered the client
medication and the 1:1 staff proceeded to take

the client to the dining room table for his dinner.
At no time was staff observed to take the client
into the bathreom to wash his hand,

Interview Wim the QMRP on the same day,
revealed that one of Client #1's target behaviars
was to decrease spitting and the behavior support
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i plan outlined procedure to wash
ocesion in which he Spits in his

his hand on each
hands,

Review of the medical records and physician's
orders révealed that Client #1 js a Hepatlitis B
carrier.

483.470(1)(1) INFECTION CONTROL

There must be an active program for the
prevention, control, and investigation of infection
and communicable diseases.

This STANDARD is not met as evidenced by:

Based on observation, the facility failed to ensure
that procedures for pravention of communicable .
diseass were implemented for two of three clients

in the sample. (Client #1)

The finding includes:

The facility failed 1:1 staff assigned fo Client #1
falled to ensure infection control practices wara
implemented. [See W454]

483.480(b)(2)(iii) MEAL SERVICES

Food must be served ina form consistent with the
developmental leve| of the client. ’

This STANDARD is not met as evidenced by:
Based on observation, staff interviews and recorq
review, the facility failed to serve foods in a form
consistent with dietary orders for two of the three
included In the sample, (Clients#1 and #2)

The finding includes:

The findings include:

W 454

W 455

The QMRE will ensure that all staff réceive refrestis
training on infection control procedur ps, jand that
where necessary, habilitation programs reflect

o W454,

W 474

See response to W189 #1.

|

St fpes7

T
ropriate infection control protocols. See msponL
approp _ % 26/2&9 7

_|
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{ W 474 Cantinued From page 35

1. Observation of the dinner on February 27,
2007 at approximately 6:13 FM, revealed very
large chucks of beef staw on Client #1's plate.
The direct care was observed to repeatedly look
at the meat on the plate and commented on "the
size of the beef chucks on his plate to be to _
large.”

Interview with the QMRP revealed that she gave
g the staff the okay to serve tha stew beef without
N chopping it as preseribed, However, the QMRP
T stale she never want back to actually look at the
size of the beef chucks to ensure that direct care
staff provided the correct texture.

Review of the diet order revealed that Client 1 is .
prescribed a 1800 caloria Low Fat/Low
Cholesterol chopped texture diet,

2. Observatlon of the dinner on February 27,
2007 at approximately 6:13 PM, revealed very
large chucks of beef stew on Client#2's plate.’
The direct care was logk at the meat on the plate,
however, did not comment on the size of the besf
chucks on the plate. The direct care staff picked
up Client #2's spoon and began fo cut the chuck
up with the spaoon.

Interview with the QMRP revealed that she gave
the staff the okay to serva the stew besf without
chopping it as prescribed. However, the QMRP
state she never went back to actually look at tha
size of the beef chucks to ensure that direct care
staff provided the correct textura.

[ .. | Review of the dist order revealed that Client 1 is
; prescribed a Regular, Chopped meat, No
concentrated Sweets/No Caffeine - No Grapefruit.

W 474

See responsc abave.

See response above,

oty
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INITIAL COMMENTS 1000

A licensure survey was conducted from Fabruary ,
26, 2007 through February 28, 2007. A random i
| sample of three clients was selected from a client
population of five males with varying degrees of
disabilities. -

The finding of this survey wers based on
observations at the group hame and threa day

; program, interview with direst care staff and

: management, and a review of the habilitation and
b administrative records to inciude the unusual
b incident reports on file,

8

3502.1 MEAL SERVICE / DINING AREAS T 1040 The QMRP will ensure that the Registdred Dictician| /ﬁé

.| provides a refresher training on client diets for all ‘7/ /%d
Each GHMRP shall provide each resident with a facility staff. i
nourishing, well-balanced diet. (

This Statute is not met as evidenced by: : ;
[ Based on observation, interview, and recard

i review the GHMRP failed to serve each resident
K with a nourishing, well-balanced diet.

The'finding includes:

See Federal Deficiency Report Citation Y=g QS,:
and W474 o — e

. 1082| 3503.10 BEDROOMS AND BATHROOMS 1082 | SIGN '
. . The QURP will ensure thik alPukdm
P Each bathroom that is used by residents shall be properly equipped with cups, toilet papl:
b equipped with tollet tissue, a paper towe] and cup paper towels, and that-fighcbullgare
dispenser, soap for hand washing, a mirrer and .‘:-':_'- :
adequate lighting. A

« s+ H

This Statute is not metas evidencedby: | [ i JuN
Based on observations observation and interview | | 0 el rh
iation Adrniniztration . ; -
i otz % c%if @17566" ﬂ/ Zdléi/; A7 Sernkt.s TITLE _ _5,/2 ;/xe) DATE
REZRATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE - ‘97

TATE FORM 95 970J11
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02/28/2007

-

1082 | Continued From page 1 1082

atthe GHMRP failed properly equip each
e bathroom with the appropriate itemns to meet each
- residents need.

The findings include:
Duiing the environmental walk-through an

. February 28, 2007 at approximaiely 11:15 AM
revealad the following;

1. The bathroom on the basement lavel had no
cups ard cup dispenser and no paper fowels for
the residents use.

2. The main level bathroom adjacent to Resident
#3's bedroom had no paper towels, cups and
cup dispenser.

= [.3. The secand level bathroom #3 and #4 had no _ i
i cups and cup dispensers, '

4. Bathroom #2 and #3 had bulbs which were not
working.

3504.1 HOUSEKEEPING I 080

The QMRP will ensure that all unusedftimishings

The interior and exteror of each GHMRP shaill be are properly and safely stored, and thaf ol working ‘//2& éo
maintained in a safe, clean, orderly, attractive, thermometer is in the freezer.

and sanitary manner and be fres of
accumulations of dirt, rubbish, and ohjectionable
odors,

This Statute Is not met as evidenced by: _
Based on abservation during the environmental
walk-through the GHMRP failed to maintain the
L facility in a safe,clean,orderly and sanitary

' mannar ds evidence by:

The findings include: . !
ation Administration !
Reep graJ11

I eaptinuation shest 20/ 7
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i
|
{l
|

T

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CQRRECTIVE ACTION $HGULD BE COMPLETE
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I
' f
1080( Continued From page 2 _ 1090 i

INTERIOR

. I
1. A mattress and box spring was baing stored i
next to the fumacge. f

R

2. A broken head board and g pile of coat
hangers were belng stored across from the t
bathroom. : L

3. No thermometer was being stored in the ;
refrigarator freazer_ !

: EXTERIOR

. The QMRP will ensurc that poisons
| 095 3504.6 HQUSEKEEPING 1095 agents are properly stored and locked.
Each poison and caustic agent shall be stored In ‘
a locked cabinet and shall be out of direct reach
of each resident.

This Statute is nat met as evidenced by:
Based on observation and interview the GHMRP
failed to lock caustic agents being stored.

S | Tha findings include:

g Buring tha envirenmental walk-through on
P February 28, 2007 at approximately 11:30 PM
P ‘revealed the following; )

| 1. Gaustic agents were being stored underneath
: the basement bathroom sink unlocked.

&3 Regulation Adramsbation

‘TATE FORM stoe 970411

L |
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1085 | Continued Fram page 3 ’ 1095

2. Caustic agents were being stored undemeath !

ik the main level bathreom sink unlocked. 1

The Director of Operations will ensurg signed / / -
coniracts with day programs are an, ﬁlc-l\ ith the ’7/ 20/2x
facility. I ) .

=J

3508.6 ADMINISTRATIVE SUPPORT 1188

Documentation that services have been provided
ag required by each resident ' s Individual
Habilitation Plan incjuding contracts, vendor
agreements, recelpts, and paid bills shall be
available for review by authorized regulatory
persannal.

i This Statute is nat met as evidenced by: '
ke Based on interview and record review the ] i
Yo | GHMRP failed to ensure-that contract for outside |
SO services are on file for the regulatory agency's i
review. it

The finding includes:

o Interview with the QMRP and 2 raview of the

O avallable outside contract failed to show evidenca
) contractual agreement for the day programs in
which the resident's attend.

i
ﬂcd job
'F.nn, and that

tonducted ,;//éé/m 7

3508.7 ADMINISTRATIVE SUPPORT | 1189 The QMRP will ensure that updated, s

. : descriptions are on file for cach_ st_xff
Each GHMRP shall maintain records of residents annual reviews of the job description
" funds received and disbursed. with each employee.

This Statute is not met as evidenced by

H Based on interview and record review the

P R GHMRP falled to maintained each rasident's
Cia funds received and disbursed.

The finding includes:

See Federal Deficiency Report Citation W140

1ealth Regulation Administration .
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02/28/2007

C (X3}
BE COMPLETE
RIATE DATE

1203 3509.3 PERSONNEL POLICIES 1203 ‘ !,r

Each supervisor shall discuss the contents of job
descriptions with @ach empldyee at the baginning
employment and at least annually thereafier.

This Statute is not met as evidenced by:
Based-on record review, the GHMRP faifed to
[ have cn file for review current job descriptions for
5 L all employees annually. |

The finding includes:

Review of the personnal files conducted on
‘| February 28, 2007, revealed that GHMRP failed . ;
to provide evidence of current signed job !
descriptions for three (3) diract care staff (M, Y . |
and ). , '

~ 71 206 3509,6 PERSONNEL. PQLICIES 1 206 ' I| ‘
i i f Disabifity Services will énsure thaq

Each employee, prior to employment and | TheDircctor o 4 ‘ /
annually thereafter, shall provide a physician ' s “a::.‘;mgmyee of the facility has a cu| gt hoafth 17/ 24/ %0c
; certification that a health inventory has been .| ceranheation. .I

- performed and that the employee ' s health status : |
would allow him or her to perform the required
duties. b

This Statute is not met as evidenced by: |
Based on record review, the GHMRP failed to &
have on file for review current health certificates ' |
for all employees annually. ‘

The finding includes:

Review of the personnel files on February 28,

2007, the GHMRP failed to provide current health ) )
. | certification for two(2) direct care staff (4] :
enith Regulation Administration
TATE FORM ' o¥0 870411
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B 1
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRE! mﬁ N (X8
T, - {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SH l[],: BE COMPLETE
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1 1206| Cantinued From page 5 1206 !

ae. | OVRP- @R one (1) nurse consuitants [ #9), [

. DON-JE and Fodlatrist l |

1222 3610.3 STAFF TRAINING : ' 1222 |
, There shall be contibucus, ohgoing in-service The Director of Disability Services will kraft the inq

" training. gprograms scheduled for all personnel. service training schedule and ensure it is carried / /

; ' , . out for all facility staff. V 2z

: This Statute is not met as evidenced by:

Based on observalions, interview and record

e verification, the GHMRP failed to ensure
B b continuous, ongeing in-service training programs
. were conducted for all persennel.

The finding includes:

See Federsl Deficiency Repont Citation W189 I

3520,2(e) PROFESSION SERVICES: GENERAL | 1385 | The Dircctor of Disability Services w !l nsurc that |
PROVISIONS all licensed personnel have current Ii h%es on file 9! z@/z@o7
: ' with the facility. 1
Each GHMRP shall have available qualified
professional staff ta carry out and monitor
necessary professional interventions, in
accardance with the goals and objectives of every
individual habilitation plan, as determined 1o be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, quallfied, and licensed as required by
District of Columbia law in the fallowing
disciplines or areas of services:

(e) Nursing;

This Statute is not met as evidenced by: !
Based on interview and record review, the ’
i GHMRP failed to ensure its nurses had current :
1;3-" - licenses on flla, |
(i Regulalon Administration I
STATE FORM L1 L] 970J11 !
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1395 Continued From page 6 1 495 : i

f

F
i
|
|
The finding includes: !
Review of the personnel records on February 28, - ‘ |
2007 revealed that the GHMRP failed to have _ |
current license on file for one Registered
Nurse(RN) emplayed by the agency. i)

. i
ealth Regulation Adminlsiration
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